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Abstract 

Recently, reports have indicated that, after years of 
steady decline, infant mortality has begun to increase in a number of 
communities throughout the United States. Many of these reports come 
from areas experiencing high levels of unemployment. While the 
dimensions and causes of this problem are not entirely understood, 
strong indications exist that this situation can be attributed to 
some deqree to both the current recession and the cutbacks in those 
health care programs that have in the past been effective in helping 
reduce infant mortality. To assist members of the Congressional 
Subcommittee on Health and the Environment, background information 
was assembled for this report. The information includes a discussion 
of the causes of infant mortality^ data concerning infant mortality 
and low birth weight, and information on_ federal programs affecting 
maternal and child health. A glossary oT'specif ic terms used in the 
report is provided. (RH) 
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LETTER OF TRANSMITTAL 



I luirsi: or Rkpkkhkxtativiss^ 
SciK'OMMrrrKKox Hi:.\i/rii AXiifiiK ES'viitoxSii nt; 

Washington, D.C\, Juiu> J 9*3. 

Hon; John i>. Dimski.l, 

Chairman, Committee on, lineryy a/ui Gomnwiw, / 
Wmhmytori\\i)\€\ -.<*''. 

Dkah *Mk Chairman : Tlfc attached report prepaid by flic C >rp\ 
irivssioiiiil Iteseaich Service, at the request of the. SuCcomuiit tee on 
Health and the Environment, eontainsdmekground informatic n Mid 
statistical data on the problem of infant mortality; This problcn is of 
great concern, especially in those areas now experiencing high levels of 
unemployment and the effects of the deep recession. 

I bclic've this, report will he extremely helpful to the Member of 
the Riiergv and Commerce Committee in their understanding of the 
dimensions and causes of infant mortality. In particular, the report 
should be of "rent value as a resource document for oversight hearings 
on this issuc/rhe Subcommittee is planning to hold such hearings this 

Congress. . TTT .. , 

ITknky A, Waxmax, 

Chairman, Subemnmittee on Health 

and the Enoiromnxnt. 

an) 
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INTRODUCTION 

Ihrcn.tly, there, have been dist orbing^ reports t liat , after j'eal^of 
>teady decline, iiii'iiiit mortaiiiy lisis begun to increase in a number of 
communities throughout the country. Maiiy of these reports eoiiie 
j'runi areas experiencing high levels 'of unemployment; In Michigan, 
for example, where unemployment is virtually at depression levels. 
State oflicials have reported ilil increase in the. infant death rate for the 
1US0 1UM period that is t he greateM since \Vorhl War I I. 

While the dimensions ami causes of this problem are not entirely 
understood, there are strong indications that it can be attributed, to 
sbiiic decree, to both the current recession ami the cutbacks in those 
health care programs which have in the past, been effective in helping 
to reduce infant mortality. Unemployment, for example, lias resulted 
in the loss of health insurance for thousands, of pregnant women 
which, in turn, lias forced them, hi many cases, to delay prenatal^are 
or to forego il altogether. ( 'utbaeks in health programs si'icli as Medi- 
caid, maternal am] child health services, community health ('enters, and 
family planning, have also. resulted in loss of access to needed services. 

We as a nation cannot a H erd any setbacks in our light against infant 
iiioftaiitv. So much remains to be done. For example, even though our 
national 'infant mortality rati- in r.)S-2 (provisionally, 1 1:2 deaths per 
l.iHKi live births) was the Lowest in our history, it is still higher than 
those of other industrialized nations, including Sweden; Japan, 
France ami Canada. Moreover; t he infant .mortality rate for lilacks, 
wliJlc declining, remains roughly twice as high as that for the White 
-jtopiilat ion. We must work-to eiuuiuate these differences. _ ___ 

Nor caii we ii fiord to allow the welcome decline in national infant 
mortalitv rates to distract us from contrary trends at the community 
or regional level. The impact of the em'ent economic recession has not 
been spread everdv among all sirens of the country. We need to learn as 
imicix as possible about the infant mortality trends in those areas bear- 
ing tlavbrunt of the recession; Where problems are identified, we must 
respond quickly; ...... . ..... ... .... ; 

Tii assist the Members of the Subcommittee m understamlmg. this 
Hsiie; I have asked tin- Congressional Research Service (CIlS) of the 
Library of Cohirivss" t<> assemble background information. ;Jhe docn : 
riieiit which follows includes: (1) a discussion of i he causes of infant 
mortalitv; (i>) infant mortalitv ami low birth weight (lata ; and 
(:\) information on Federal programs a fleeting maternal and-cbild 
health. A glossary of certain terms used in the report is included as 

NN( The Committee wishes to express its appreciation to CRS for its 
assistance. 

IIknuy A. AVaxman, 

Chairman. 



PiKAN'T 'MORTALITY 



I . WtfA-T-l S- INFANT MORTA LITY 

Infant mortality Is thv death of .1 Uv« born Infant .under one . 
yev of age, and Is usu*\I I y -»» xpressed as a rate per J^OOO 1 lye births . 
Neonatal death* , or a«ath 1 of Infants tinder 28_days , account for about 
70 percent of . Infant .deaths,. 1 / . The first _year of life Is the most 
Warilous. period, until f|RC .657 2J_ . . Major causes of Infant mortality 
are low birth weight and birth defects. 



1 1 . CAUSES OK IMFA^T-MftRTAhr fTY 

\ 

A . Low Birth W e i ght 

Approximately two-thirds of _al I .. Infant deaths occur In Infants 
weighing less than S.S pounds (2; 500 grams) afolrth. V L 9 W blrCh 
weight Infants may be el t he r _ preraa ture , . Lha t I s born before 37 weeks 
of gestation, or full term, but small, for their gestat lonal age. A 
number of factors, contribute to low birth weight, Including lack of 
or poor prenatal care, poor matern.il nutrition, maternal age D bearing 
children at less than _ two year Intervals, smoking and alcohol and drug 
use and abuse., and social «ind economic background. 

Prenatal Care . Certain evidence Indicates that a lack of pre- 
natal care rin contribute to women -de 1 1 ve.r Ing low birth weight 
babies. 4/ Given no prenatal care, an expectant mother Is three .times 
more likely to deliver a low birth weight child. 5_f Prenatal care 
helps Insure that (l) the expectant mo the r ma I nt a Ins good .health. and 
proper diet; (2)* any medical or ottier problems are.detected early and 
promptly managed; and CD t he . expec t ant mo t her _ U _ed_ucat ed about 
health care and nutrition during pregnancy, childbirth, and Infant 
care: According t"6 American Col lege _of_0bstet r I clans and Gynecolo- 
gists (ACOC) j<itandards; a pregnant woman should begin prenatal care 

IS tus. 9 / Congress, Senate . Labor and Human Resources Subcom- 
mittee on Cl/lld and Human Development. Oversight on Ff forts to Re- 
duce infant iMor tall ty and to 'Improve Pregnancy Outcome. Hearings. 
96th Congress, 2nd session.' June 30, 1980. Washington, U.S. Govt. 
Print. Off . ,'^198tr.— p. 68. - - -- - 

U.S. Department of Health, Kducat ioo , and _Welf are . Heal thy 
>eople — The Surgebh General ' s Report on Health Promotion and 
Disease Prevention. (Washington) 1979- p. ?-I 

3/ U.S. Congress. Senate. Labor and Human Resources Subcom- 
mittee on -Child and Human Development . Oversight on Efforts to 
Reduce Infant Morta 1 1 ty; and to Improve Pregnancy Outcome, 1980. 

^* 68 4/ A January 1983 report by the Michigan Publ Ic-Uealth Department 
n pted"that In 1978, approximately I0 t 000 of the U0.000 women who gave 
hlrth that year received less than 5 prenatal visits. Of these women 
receiving less than 5 prenatal visits, 20.3 percent gave, birth .to low 
birth weight babies, compared to 5.7 percent for women receiving 6 or 

more prenatal visits. - - - 

5/ U.S. Department of Health and Human Services. Better Health 
for Our ChlIdren;__A National Strategy. The Report of the Select 
Panel for the Promotion of Child H.-alth, Vol. 1. 1981*. p. 27. 

(1) 
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during the first trimester and ideally should be Been at least_orice 
every 4 weeks for the first 28 weeks of pregnancy, every Z to 1 weeks 
until the 36th week, and weekly thereafter. „ Women with health 
problems should be seen more Frequently. 6/ 

i Partly because they are less lively to receive prenatal. care + _ 
and often because of young age^ urunarrled.women hear_nore_low birth 
* weight babies- Overal 1 ^ In .1980 ^ the . inc ldence_of . low birth we Ight 
was twice as. high for . Infants. born out of wedlock (11\6 percent) than 

for other In f ant s _( 5 ? 8_percent 1 . __7 / __ _ _. _. 

Materna I Nut rl t 1PP » Although an undernourished mother may 
produce a _heal thjr ch 1 1<\ \ x tt tidies i of .nutrition of women during pregnan- 
cy have shown a definite relationship between the adequacy of the 
✓mother's diet during certain stages of pregnancy and the coridl-- 
I tlon of the baby at, birth. Fetal growth Is affected by maternal food 
Intake, as well as other changes that occur-in the-mother during 
pregnancy. 8/ Infants born In a nutritionally deprived state may ex- 
perience such health problems as brain growth. retardat Ion ,_ and delayed 
bone calcification (the process by which the bone. becoraes_hardened 
by the deposit Ing of calC lura salts) . Infants that experlenre these 
nut rlt Ion-related problems of ten expend _ the lr_energy on staying 

al I ve . rather than oo _nornal_growth and deyelqpraent . J9/ 

Because they_are_eat Ing for two , pregnant women must* consume more 
than the amount of nut r lents needed In i the pregray Id state (pr lor to 
pregnancy) • Obviously, a pregnant woman* s d let should Include Items 
from each of the trad It I ona 1 food groups of fru it s/ juices and vege- 
tables; rallk/cheese; meat /dry beans; and breads/cereals^ An Inade- 
quate diet for a pregnant woman la usually low in certain slgnlf I- ^ 
cant food nutrients such as protein, calcluraarid iron, and may be 
missing one food group, sue!, as milk, entirely. The number of 
servings and amounts a pregnant woman needs from each of these food 
groups varies depending ori several facturs such aa the. lnd I vidua 1 1 s 

age arid weight. A pregnant _ teenager , _ who. I s_ s 1 1 1!_ growings most 

likely would heed more servings from these food groups than a^preg- 

riant woman of 25. 

Materna 1 Age JL __Materna 1 age Is another determinant of Infant 
health.. Teenage raothers are twice as likely as other women to give 
birth to low birth weight babies, 10/ It Is unclear why so nanv 
teenage mothers bear premature or low birth weight Infants. It may 



6/ American College of Obstetrics - Gynecologists. Standards for 

ObsteTrlc - Gynecologic Servl ces , 1982, pp. 11-12. .. * 

_7/ Pnpubl I shed data , Nat lonal center, for ..Health .Stat 1st lcs t Pub- 
IIc Health Service, .Department of Health and Human Services , 1983. 

_ 8/ Hoekelraan* Robert A.,_Saul Slatman, Philip A. Brunnel, Stanford 
B. Friedman, and Henry M.Seldel. Principles of Pediatrics. McGraw- 
Hill Book Company. (New York), 1978, p. 363. 

?/ Michigan Department of Public Health. The Impact of. Unemploy- 
ment pn the Health of Mothers and Children In Michigan, Recommendations 
, for the N4tlon. January 1983, p. 17. " . _" ~ 

It©/ 'U.S. Department of Health, F.ducat Ion - and.'Welf are . Healthy 
People -- /hhc Surgeon' General • s Report ori Health Promotion and Disease 
Prevention, p. 3-7. : 



12/ 



he that a girl's reproductive organ* may not be su fflc lent lv mat ore 
to carry a baby without undue stress. A teenage. mot her_ is also less 
likely to have a balanced diet and regular . prenatal _care. it/ Low 
birth weight li also increased for women giving bi rth after age 35. 

Frequency of Gl vlng_ Blrt h . .Bearing children at frequent Inter- 
vals* particularly at intervals of less than 2 years, can affect 
low birth weight, _as well .as other medical conditions which nay 
adversely affect_the health of mothers and children. These condi- 
tlons incJude A among ot hers .'hemorrhage , and rupture of the uterus 
Smoking- and Alcohol an d Drug Uae and Abuse. Smoking, and 



alcohol and drug use and abuse during pregnancy can affect the 
Infant' a health status. Smoking slows fetal growth, doubles. the. 
chance of low birth weight, and Increases the chance of stillbirth. 
According to some studies, smoking may' be a slgnif lcant_contribut ing 
factor in 20 to 40 percerit of low birth weight _ infant s_born in the 
United States and Cariada, 13/. . Mp. B afe_.leyel.s_exlst__fpr the intake 
of alcohol arid most legal or II legal_drugs during pregnancy. Certain 
evidence Ind lcates _t hat even small amounts of alcohol or drugs when 
Ingested by .pregnant women at : _ crit ical points In' the baby ' s develop- 
ment, in utero can cause premature delivery^ low birth weight, arid 
serious illness or birth defects in infants. 1 A/ 

Soci al and Eco nomic Background . Socioeconomic arid, rac lal. fac tors 
alap contrite to the incidence of low birth Velgtit Babies. More low 
birth weight babies are born to families of other. races than to White 
families, twelve to fourteen percerit of Black; Hispanic t __and_Nat ive 
American births result In I6w_ 61 -th weight babies _ but only _ 5 to 6 
percent of White infants weigh less than 5.5 pounts. 15/ According to 
some studies, s65I6ecbrioalc fac tors . nay haveas much influence as race 
in determining an Infant's birth weight; Certain reports Indicate 
Lhat the_ birth weight of middle Income Blacks is comparable to middle 

Income Whites. \bf ;__ _ 

It has been suggested that the primary influence of socioeconomic 
status may_be_lts_ Impact on low birth weight, rather than as an lode- 
pendent .determinant of infant mortality. 17/ One of Che most useful 
measures of socioeconomic status is the mother's educational attain- 
ment. A' 1980 Department of Health, Education, arid Welfare study 



11/ U.S. Department of Health, Education, and Welfare. The Low 
Birth~~Welght Baby, May 19 76. p* 3.. 

12/ Michigan Department of .Public Health. The Impact of Unemploy- 
ment on the Health of Mothers and Children in Michigan, Recommends- 
tloris for the Nation.p. 17*. ... __ _ _ __ 

13/ U.S. Department of Health, Education, and Welfare. Healthy 
People" — The Surgeon General's Report on Health promotion arid Disease 
prevention^ p. 3-7. 

14/ Michigan Department of Public Health. The Impact of Unemploy- 
ment""™ the Health of Mothers and Children In Michigan. Recommenda- 
tions for the Nation, p. 18. 

15/ Ibid. 

16/ Ibid. - — 

17 / Hadley, Jack. More Medical Care, Better Health? Urban Insti- 
tute Press. (Washington), 1982, p. 36. 
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tnrtor^rorrefratJlng with birth weight. Wj/ In i'Jfifj, the proportion 
j>{ inf.jni.s of l/w birth wt-Jght born to mothers with 16 years or mr>re 
ot education was half that of Infants born to mothers with less than 



spine, heart defects, and corablna t Ions of other serious abnor- 
niilltl s, 20/ Although It Is not always possible to isolate the speci- 
fic cause of a given birth 'defect , about one fourth of the cases are 
t tonight t-> bp l)f gone tic origin, while another 10 percent are attri- 
buted to environmental factors In the majority of cases, tht< cause 
Is unknown, but researchers suspect that the Iriterac t Ion he twee n ge- 
nestle and environmental factors plays ah Important role. In the 
development of many congenital and prenatal problems.. 21/ . ._ 

Although more than 2,000 genetic d Isorders exist , only about 

20 cause the ma jor genetic d 1 seases _ In _ this _coun try^_ Several 

rail jiir tvp.es of genetic d ls-ease _ are responsible for most Illness and 
death. They , ire chromosomal aberrations (such as those responsible 
for Down syndrome ) ^_some bra In and spinal cord _ abnormalities (such as 
certain of the neura 1 tube def ec ts ) , de f ec ts re lated to particular 
ethnic groups^ sex-linked defects L and metabolic disorders. 22 / 

Down syndrome Is associated with the presence of an extra rhrorno- 
mrnii; „ and na.irs In about on: of every 1 D 000 births Children with 
Down syndrome experience various physical defects, some of which re- 
quire 1 1 f e long „care . 2 3/ Among the most frequent thai formations as- 
sociated with Down syndrome Is congenital heart disease., 24/ I P. add t- 
tlon, l r > to 30 percent of children wl ch severe mental _retardat Ion who 
live beyond age 10 suffer from Down syndrome. 25/ The risk of 

y 



18/ D «S . Department of Jjeal th, Kduca 1 1 on , and I We 1 f are . Factors 
Associated *wlth I ow Birth Weight. (HyattsvlUc r Md) April 1980, p. 2 

19/ Unpublished data, National Center for Health Stat 1st lcs , Pub- 
lic Health Service, Department of Health and Human Services, 1983- 

20/ H.S, Congress. Senate. Labor and Human Resources -Sub- 
«* csmmTTtee on Child and Human Development ^Oversight on Efforts tu. 

Reduce Infant Mortality and to Improve Pregnancy Outcome, 1980, p. 69. 

24/ Ibid. 

22/ Ibid. p. 71 

23/ V~.S~. Department of Health, Kduca t Ion , _and _We 1 f are . Heal thy 
People" — The Surgeon General's Report on Health Promotion and Disease 

Prevention,, p. 3-9. . . ._ . 

24/ Hoekelman, Robert A.^.Satil Mat man, Phil Ip A. Brunei 1 , 
StanToVd B . Friedman, aitf Henry M. Sudel. Principles of pediatrics, 

p. 3<>2 . .. . _ ... .__ 

2 S/ U.S. Congress . Senate . Labor and Human Resources Subcora- 
ralttee on Child and Human Development . Oversight on Efforts- to Reduce 
Infant Mortality and to Improve Pregnancy Outcome, 1980, p".*7l. 
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Birth Detects 




Searing a Down .iy^imn, -Hi I.I in. r- , with tn.-.^rnal a,*, »*s (>**»• I ;i 1 I v 

lUt,r vWir;uh. defects occur when there; U_a 1^ of He ve I op»«nL of 
p ^ UL antral n, r yn,s sy s te«n ,r . 1 1 . ^Jct.i protection, *hese 

Sheets iVlude.s^ ' "5 ™ , or 

u ther malformations of the neural tube, and anencephaly (very small or 
\k1 ^ .~4 K^jn). ? In ev ry i .nnn Infants suffer_frqm 

[ h> se de f ec t h; " hal f .iff who™ die in :he newbo rh. per lod . ThCBe.de fee t « 
times more likely to occur in Unites ihan In other rarl.l 

Sri, "^ts related to particular ethnic groups Include Tay-Sachs 
disease Hlckl, cell anemia", and Clooley's anemia, among others- * 
lay-Sachs occurs most frequently among Jewish families of ^tern 
European decent .. The disease Is caused.by accumulat ion of a fat ty 
substance In the brain. Tay-Sac hs .chll dren appear no rmal at birth , 
but die by age 5 as. a result of severe mental retardation and pro 
Kressive deterioration. 27/ Sickle cell anemia, In which red blood 
cells are damaged because'of altered stability Of their hemoglob i, 
content, occurs most frequently among Blacks. 28/ * ^i ' 

or thalassemia, also affects the hemoglobin molecule -But In a dlt 
ferent .manner. The anemia Is most common among Greeks, Ufl Uj ^ L 
other individuals of Mediterranean descent. Another genet c 4 se-ise, 
J c h s more prevalent In Whites, Is cystic fibrosis, This disease 
causes abnormal production of mucus, resulting In chronic "Jg ob- 
struction and disability during childhood and early .a ult 1 1 f e , ^ / 

Sex-linked defects Include such congenital disorders *s some - 
hemophilias and certain of the muscular dystrophies, which, a ffeet the 
sons of mothers who carry an abnormal X chromosome. *e»op.MUa _ Jp 
results In blood clotting dc f ic lenc les . . Muscular dystrophy results In 

gradual muscular weakness and wasting. W 

K The best known metabolic disorder Is PKII ^ hc ^t rL 
genetic disorder results In an enzyme deficiency which allows the 
amino acid phenylalanine to accumulate abnormally. As a resul ^Ith 
out proper diet, brain function Is Impaired and mental retardation can 

° CC, "|lur, of the fetus to Infections or^toxic agents during preg- 
nancy, particularly during the first tr Imes t e r , ca D _al .9 f. b r h 
defects. Infections such as rubella (German Measles) when they affect 



2b / U.S. Department of Health, Education, and Welfare, 
Peopll - The Surgeon General'. Report on Health Promotion and Disease 
Prevention, p. 3-10. 

27/ Ibid. 

„ W/ I^S 3 ' Congress. Senate. Labor and Human Resources Suhcom- 
mieJI on Child and Human Development, Overset efforts to Reduce 
Infant Mortality and to Improve Pregnancy Outcome, l9BQp. - 

30/ M.S. Department of Health, Education and Welfare., 
People" ~__The_ SuHgeon General's Report on Health Promotion and Disease 
Prevent Ion , p. 3-11. 

31/ Ibid. 



a. mother during the Hr«t trimester, can cause congenital malforma- 
tions as well as «Jt 1 1 1 b I.r.C H arid m! scarr I age i * E xpoou re £0 radiation 
and chemicals In. the workplace or.other environment; as well as to 
drugs and alcohol have also been linked to birth defects. 32 / 

C, o tfre-r— Factors 

Other factors causing Infant death Include birth Injuries, 
difficult labor, and conditions which "may retfult In a lack of adequate 
oxygen for an Infant. Sudden Infsnt /Death Syndrome (SIDS), which 
causes certain babies, without .apparent cause or warning, suddenly to 
st6p breathing and die, can occur after an apparently uncomplicated 
pregnancy arid blrth«£ According tb some authorities, SIDS Is one of 
the leading causes of death fb^ lh"i ants older thin one month. 33/ 

- - r ~ 



32/ ibid: P :,3-i?. » 

33/ Ibid; p; 3-15: 
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HI. IKfANT MORTALITY ANI* LOW HlKTII WKIfiH] f)ATA 



This section presents selected available data by: 

1) State. arid region^ according to. race;. for the three average 
annual period*. 1967-69;. l?72-74, 1977-79 , and (provisional 
data)* for 19R0; 19R1, 19R2; 

2) selected cities, according to race, for 1970, 1975 , and 1979; 

3) face for the total United States, 1940-1982 ■ and hy race. or 
national origin for the total United States, 1970 and 1975; 

4) selected Industrialized nations, 1970, 1975, and 1979/19R0; and 

5) percent low bl rth-wel ght by race for the United States and each 
St/ite, 1975 and I9R0, 



A. Limitations on Data ; 

t 

The latest available final infant mortality data are. for 1979. 
Because the provision al da*t7TT980, 19R1 and 1982) are collected for the 
individual States by place of occurrence, and the Final data are calcu-__ 
Mated back to the place of residence of the mothers and Inf ants, _ the two - 
sets of data ar« not completely comparable . 34/ ' Another. Important con- 
sideration In- analyzing Infant mortality data Is that rat es can tend tn 

vary greatly from year to year , espec la 1 ly at . the c I ty and State 

levels. 35/ This la In part a function. of the relatively small num- 
bers of cases used to Calculate both c I ty and .State rates v It is for 
this reason that table 1 Is presented In terras of 3-year annual averages 
for the periods 1967-69, 1972-74,, . 1977-79 , and 1980-H2. In this way, some 
of the random annual variations 'may be compensated for over tine. 



34/'- Telephone conversation with Dr, Joe I Kle Irimah , Nat lona 1 Center 
for Health Statistics, Department of Health and Human Services, April 2R, 
1983. 

35/ Ibid* 

*Pr5vIslorial data- are based on place of occurrence, rather than place of 
res tderice . 
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rfhLU Ch:. overall ami in In fine mortality rates for Che past 30 
ir i n rhp ml id »ce. his b so n lownw it;d £ this does not preclude Che 
isfiihlj I C y ChaC Chen' nay be geographic pockets or cerCalri population 
roups In which the rates have actually increased during a given Inter- # 
.1! within thai t i oc period. 



The wvfr.il 1 downward trend in total . 11. S - .Infant tnortallty_ls beat 
ilustratea 1 in table U , which, presents final data, by race, for a 30 
..... r {Krril.'d". (The provisional data In table U for 1980, 1981, and 1982 
Uo in^-.iiU that this treWd is cont Inning. l__Perhaps the mosc striking 
act. Illustrated by the table Is _ Chat _Che. Black Infant mortal 1 ty rate 
«h be<-n ouch higher than rhe White Infant mortality rate over the 
•r.Mre "10 year per lod ; _and _ln most cases has been i almos t twice as high, 
t iur . Ch> >v-r*l 1 rate a for both races have been declining at about 
!;«• ,.me r.ir,c, this nearly 2^1 ratio has continued. 

The -higher Black Infant mortality rates'may be at least parcly 
; «!ip-)iv. llh*» for che regional differences In races i,: as_I llust rated in__ 

.it»li»s I and 2. For exaaple, Che South AcIatiClc and EasC South. Central 
;r, lt . v. !,,,vc shown rons lstendy higher total Infant mortality rates, and 

h. v ii . have a higher proportion of Black. Infants. 

Ttw data f5r individual cities included In table 1 do not necessarily 
- f -hlw region. 1 trend, alChough^ as mentioned above, Che relatively 

.~<i: -..:.^h.-.rs .of cas.-i; upon which city rates are calculated make these data 

I coisp.ir.ibl*;. 

. ,. rn , r I'Mvi .'no L i.irl3cms of selected Infant mortality data are 
, >u ; n table-? n a d 6 ([ "hi. alc«d States has consistently ranked 
in tii.' low to middle range a:nor^ Chf U selected industrialized nations 
; :ir t he years presented. 

Tne I'.S. trt-nds in Incidence rif. low. birth weight shown_in Cables 7 
»nJ \ have r.ot shown as drAfritlc a declLne as have the.Crends In coCal 
!n» rit nort,;t v: \l t hough . Infant s 1 weighC at birth contributes signifi- 
cant l'v r-j th.'ir survival and health r.hroughouC_ Infancy and* early childhood, 
the great 1 v improved luirvl va 1 n f . low __bi r Ch we 1 ghc Infants has reduced 
nortili'v rates more than norbldity races In Chls area. 
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C: Infant Mortality Ka tcli By State, According to Race * 



As shown In table I, over the_ three_average annual periods , 1967-69 , 

L972-74 ,_and 1977-79 ,. the total Infant mortality rate steadily declined 
for all 50 States and the_Dlstrlct of Columbia, The U.S. total Infant 
mortality rate declined from 21,7 to 17.6 per I ,000 live births between 
the 1967-69 snd 1972-74 periods (a 19 percent decrease) and From 17.6 to 
13.6 per 1,000 live births between the 1972-74 and 1977-79 periods (a 23 
percent decrease). 

Over the same three periods tjie White infant mortal Ity rat<? stead lly 
declined as well, except for Alaska »s_ra te .which f luc tua ted ._ The U.S. 
White Infant mortality rate declined f rom 19 . 1 to _! 5 - 7 _per __1 ,000__1 Ive 
births between the first two periods Can 18_percent decrease), and from 
15;7 to II. 9 per 1,000 live births between the last two periods (a 24 
percent decrease). 

The U»S; Black Infant mortality' rate steadily declined over these 
three average annual periods In 42 States, while It fluctuated In: 



Alaska 

District of Columbia 
Idaho 

Rhode Island 
South Dakota 
v r Utah 

Vermont ^ 
Wyoming _^ 

aria rose In North Dakota. The_total_ U,S~ Black infant mortality rate 
declined from 36.1 to 28.2 per 1,000 live births between the first two 
periods (a 22_nercent decrease), and from 28.2 to 22,8 per. 1,000 live 
births between the last two periods (a, 19 percent decrease). 

Provisional data in table 2 show that the U.S. total Infant aortal Ity 
rate declined from 13.6 to 11.2 per 1,000 live births between.the 1977-79 
and 1980-82 periods (a 17.6 percent decrease). , According to this data, 
infant mortality rates declined for all Stateg_except__I_Jtah (an increase of 
10.7 to ll.Sper 1 ,000_llve _ births) and _ tho_D 1st rlc t of Columb la (an Increase 
of 25^6 to 25^9 per 1,000 live blrths)_durlng this period. As shown in 
table 2, thehlghest infant mortality rates for 1980-1982 were found in the 
District of Columbia, _Sputh_Carqllna, and Mississippi. Provisional data 
according to race Is not available. 
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Table. 1. .. A 1 

i«f-* nudity iim. mxxx4lm w cm. ^aoajcapMo 41 via tan. md fUM»i OnlbaJ Marts*, * m t m 9 n mnmi. 
1M7HW. 1071-14, Mi 1177-70 

* e» Mti«d vital r«f Utratlai ■ 



0*1 Cad Hw i U.7 lt.l M.l 
U.C U.» M.l 



21. J 



a.o n.i 17.* u.o 15,9 o.o • u.o 

VI U.O m.2 13.7 U.7 . *U.« U.4 U.O *7.0 

» J 30 1 •U.4 U.i M.7 --e 10.7 U.7 •!*.♦ 

3 5 U 0 5.* U.» M.l ».l U.J M.0 g.i 

30 3 10.2 - O.J 17.4 U.7 M.O U.J U.O ».* 

5:3 5:5 S:5 is.? u.« u.4 u.o a.o 

n.4 u.i u.o n.o u.o n.» u\c u.» a. 4 

a. « u,s m.i u.o M.o n.o 14.0 u.o a.o 

no it 7 3 5 u.7 14,0 20.0 u.4 u.o u.j 

U.4 M.« IT. 3 U.O ».0 U.I U.4 23.7 



n.i 



10.4 



taurt Port* Ovrtxal— 



jd.i u.c n.o 17.] u.7 u.c u.i u.i n.o 

n o 20 a m.o 11.0 u.c ao.s u.4 u.4 a.o 

Si UO 77 1 u.o u.i u.J u.o U.O 27.0 

n.j io.i »,o u.o u.i ji.i u.7 u.o u.o 

U 0 110 M l 14.1 U.C U.O U.1 U.7 U.I 



u.i u.i n.o u.o u.c ac.c u.j u.o m.« 

U U H.4 U.O U.0 M.O U.O U.C Z3.0 

U.7 U.O J7.0 17.0 U.I M.O U.J U.J a».o 

5 a u •«.» 10.1 u.o m.7 u.o u.4 «u.i 

30 0 US U4 17.4 MS.S U.C U.I *M.? 

Si u ».* iia u.j n.i H*? a *! 

u!l U.O M.O U.J U.O M.4 U.4 U.7 U.2 



OnwOi Atlantic- 



SSS=== 21 S-? 3:1 22:2 3:? 2:2 22:2 S:J 2:2 

gag*-^ g: S : 2:2 2:2 3:2 2:2 2:2 £2 2:2 

Si S3 2:2 2:2 2:2 2:2 S3 2:2 S:| 

2 , J . )t 4 22.1 17.1 J0'4 17.7 U.O U.I 

Sit S:i * J u.o u.a u.o u.J u ? S/i 

S:S 5.5 5:5 u.j u.i n.j u.o u.i a.c 



u,J ™ »•! "5 "! 2'I Si 



«MC On** Oantrtl- 



U.J 



St m!o W.% U.0 71.4 14.0 U.C U.7 

H-f i?! u . t u.j ka.4 



2C.C 20.0 M.O ZL.0 

M.J 



S!» Hit U.0 17.C U.J U.I U.O M.O 




u.c a. 3 

U.C 44.1 

U.C 70.4 

u.c a.j 

11.7 U.7 

U.S "0.4 

u.i *a.c 

U.S *20.4 

U.I 17.7 

U.I U.I 

U.4 70.4 

U.7 *U.O 

u.i n.j 

U.I u.o 

U.0 17.1 

U.t U.7 

U.I U.I 

U.O *U.l 

u.t *u.s 

i 



'tMlaalM WithiX Mm* 4— ttw onrurf l^aj <p aDwldwu of tha Onitad Ocmm. 

'Tr gl -i-*T— ail otJM> iioM rot. shown a^*r*t*ly. 4 __ _ _ 

tODKJIi ntlfli^l eanfeM Oav Oaalttl OMtUUcai DMA n^iiNl by ttm Mrlaloi of ftnalyila Cam data oo-o<Ud I 
MvUlm of vital OutUtiaa. 
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Tabic 2. 



INFANT MORTALITY RANKS* 
PROVISIONAL INFANT MORTALITY RATES ACCORDING TO. STATE: 

UNITED STATES, AVERAGE ANNUAL 1980-1982** < 



Rank 


1980-1982 


1 




Wyotning.._ 


2 




3 
4 


1 4 

Wisconsin _ 


5 


New Hampshire 


6 


Montana 


< 7 


Maine 


8 


South Dakota 


9 


Washington 


10 


New Mexico * 


11 


Iowa f Kansas 


12 




13 


Minnesota 


14 


Hawaii- 


15 


Massachusetts 


16 


California 


17 /• 


Colorado 


18 


; Nebraska 


19 


Arkansas, Connecticut 


20 




21 


Maryland j 


22 


Ohio 


23 


Oklahoma, Utah 


24 




25 


Indiana , Pennsylvania 


26 




27 


New Jersey, Oregon 


28 




29 


Kentucky 


30 


Nevada 


A ranking of #1 


Indicates the lowest Infant 



6.5 
7.9 

8.4 
•8.7 
9.1 
9.2 
9.3 
9.6 
9.7 
9.8 

9.9 
10.0 
10.3 
10.5 

10.8 

11. 0 
11.1 
11.3 

11.4 

il.5 

11.6 
II. 7 



** Provisional data Dy place oi — ■ - 

^deaths under 1 year per 1,000 live births In a specified area^f. 

i« These provisional average annual Infant mortality rates are based on 
a simple average of the rates for each of the_years 1980-1982. Final 
rates are determined by dividing the total.number of infant deaths for 
the three year period by the total number of births. 

Source: Compiled by the U. S . : - Department of Health and Human Services. 

Public-Health Service. National Center for Health Statistics, 
May, 1983. 



21-353 0-83-3 



16 



12 



Table 2. (continued) 



Rank 

31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
'.5 
i-6 
47 
48 
49 
50 
5L 



INFANT MORTALITY RANKS* 
PROVISIONAL, INFANT MORTALITY RATES ACCORTI NG- TO STATE: 
UNITED STATES, AVERAGE ANNUAL 1980-1982** 

1980-1982 



Texas 
Arizona - 
Rhode Island 
Delaware 

Michigan, Virginia 

Alaska ' 

_ West^VJLrginia 
^Fp?t h pak'ota • 

New York N > 

Georgia \ 

Florida 

Missouri ^ \ 
Illinois' 

North Carolina j 
Louisiana, Tennessee 



Alabama 

Mississippi 

Sopth Carol ij*a' 
" D i a tr i c :t_o t C o 1 u m b i a 



Rates* ** 

11.8 
12.0 
12.2 
12.3 
12.4 

12i5 
12i6 
12.7 
. 13.0 
13.3 
13.5 
13.6 
13.8 
14.0 
14.1 - 

14. Z 
15i3 
15i4 
25.9 



* A ranking of #1 Indicates the lowest infant mortality rate. 

** Provisional data by place of occurrence. Infant mortality rates are 
deaths under I year per 1,000 live births in a specified area. 

*** These provisional average annual infant mortality rates are based on 
a simple average of the rates for each of the years 19.80-1982 . Final 
rates are determined by dividing the total number of Infant deaths for 
the three year period by the total number of births. 



Source: 



Compiled by the U.S. Department of _Health_and Human Services. 
Public Health Service. National Center for Health Statistics 



May, 1983. 
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». D. By Selected Cities * ' 

table 5 preserts Infant mortality rates . in _197.0 , 1975 and 1979 for 26 

cities whose populations were 500,000 or more in 1970. These are the cities 
Tor which the National Center for. Health. Statistics has collected data. w As 
Ixplalned earlier, the annual variation is more pronounced at the c fty_ level - 
because the numbers of infant deaths used to calculat^rates tend to be smaller 
than Cor the States. The same overall downward trends in infant mortality 
rates may be observed, however, in spite of the effect of this variation, 
Similar discrepancies beween -White*' and "All Other" races may also be observed 





* NOTE: 



Da 1 a are not avfo 
selected cities! 



liable for the rural areas associated with these 



18 



14 



Table 3. 



v 



INFANT MORTALITY RATES FOR 26 .CITIES OP 500,000 POPULATION 
(Ratea per 1,000 Live Births) 



:* 1970 



City 



Bait JUiore 
Boston 
Chicago 
Cleveland 
Colunbua , 



Oh. 



Dallai 
Denver 
Detroit 

Houston 

Indlanapoll^i 

Jacksonville, Pis 
Kanaaa City, Ho. 
Loa Angeles 
Memphis 
Milwaukee 

New Orleans 

New _?5rt 
Philadelphia 
Phoenix 
Pittsburgh 



St- Louis _ 
San Antonio 
Ssn Diego 
Ssn Francisco 
* Seattle 

Washington, D.C. 



Whl te 


All Other 


Total 


22:07 


28-42 


25.74 


17:88 


36.83 


22-70 


20.03 


34.46 


26 .75 


20.17 


30-35 


24.73 


16.27 


23.51 


17.85 


18-11 


32.24 


* 22.79 


17.82 


17.29 


17.75 


•V-73 


29.11 


25 -0Z 


\».l6 


25.16 


21.69 


20.56 


23.91 


. 21.43 


15.63 


33:13 


20.49 


19.37 


30.74 


22.83 


.16-20 


27.65 


19-48 


16.97 


23.72 


20.35 


15.20 


30.50 


18.83 


20.60 


30.22 


26.11 


17-60 


29.88 


21.48 


22.48 


34.05 


27.60 


14.09 


23.50 


14.91 


19.40 


38.08 


25.29 


15.06 


34.82 


25:26 


19.30 


25.54 : 


19 .81 


17.82 V 


26.29 


19.16 


17.25 


15.93 _ 


16.70" 


18.12 


30.22 


20.57 


26.32 


29.52 


29.09 



Source: Mortality Statistics Branch, Division of Vital Statistics, 
National Center for Health Satistics. Vital Statistics of 
' the United States, v. II, Mortality. (Published aria un- 
published data.) 

* Population as of 1970 
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Tibte 3* -(continued) 

INFANT MORTALITY RATES FOR 26 CITIES OF 500,000 POPULATION:* 1975 
(P :es per 1,000 Live Births) 



City 


White 


All Other 


Total 


Bsltlnore 
Boston 
Chicago 
C le velsnd 
Coluabua, Oh. 


0 

21-8 
14.6 

17 :o 

19. 1 
16.4 


25. 1 
21.0 
30.8 
24.4 
28.0 


23.9 
17-1 
24.0 
21.7 
19.4 


Dallas 

Denver 
Detroit 
Houston 
Indianapolia 


15.3 
12.1 
15.6 
13.1 
12.0 


20.9 
24.6 
2V6 
2^.2 
22.2- 


17.5 
14. i 
22.2 
17.0 
14.7 


Jacksonville, Fla. 
KanaaaClty, Mo. 
Los.Angeles 
Ke aphis 
Milwaukee, 


12.4 
14 .9 
10.9 
14.5 ■ 
13.9 


26.4 
27.7 
22.0 
20.9 
20i2 


16.8 
19.5 
13.9 
18.1 
15.9 


New Orlesns 
New York 
Philsdelphis 
Phoenix 
Pittsburgh 


15.7 
15.4 

18.9 , 
16.2 * 
17.4 


f 26.0 
23.1 
27.7 
24.2 
28.9 


23.1 
18.3 
23.1 
17.1 
21.5 


St. Louis - 
Sin Antonio 
San Diego. _ 
Sin Francisco 
Seattle 


17.1 
11.8 
14.1 
10.1 
13.6 


27.2 
24.4 
16.2 
12.0 
19.6 


23.2 
12.8 
14.5 
II. I 
15.2 


Washington, D.C. 


22.1 


30.1 


29.0 



Source: Mortality Statistic* Branch, Division of Vital Statiatics, 
National Center for Health Statlatlca. Vital Statistics of 
the United Statea, v. II, Mortality. (Published and un- 
publlahed data.) 

* Population aa of 1970 
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Table 3. (continued) 

INFANT MORTALITY RATES FOR 26 CITIES OF 500,000 POPULATION:* 1979 
(Rates per 1,000 Live Births) 



City 


White 




Ba It lmore 


20.8 


Boston 


1 1 .8 


Chicago 




Cleveland .. 


12. Q 


Columbus, Oh- 


12.8 


Dallas 


12.8 


Denver. 


10.5 


Detroit 


17.5 


Houston 


11.7 


Indianapolis 


13.5 


Jacksonville, Pla, 


11.2 


Kansaa City, Mo. 


14.5 


Los Angeles 


10.8 


ft«mphis 


9.8 


UiA lukee 


10.2 


Kev Orleans 


13.4 


New York . 


13.7 


Philadelphia 


14.9 


Phoenix * ■ 


15.1 


Pittsburgh 


13.4 


St. Louis 


13.0 


San Antonio 


15.0 


San Diego 


11.2 


San Francisco 


12.4 


Seattle 


13.0 


Washington, D-C. 


5.5 



All Other 


Total 


,23.7 


22.8 


20 .5 


15.5 


25.9 


20.5 


22 , 4 


17.2 


20.1 " 


15.0 


22.1 


16:4 


10.5 


10^5 


22.9 


21.3 


17.7 


13.7 


21.4 . 


15.7 


25.0 


15.9 


24.3 


18.2 


17.8 


12.8 


- 21.1 


16.9 


17.2 


12.7 


23.5 


20.9 


18.6 S 


15.7 


21.4 \ 


18.2 


24.9 


16.2 


30.0 


19.1 


26.1 


20.9 


14:6 


c 15.0 


12:8 


' 9.7 


II. 4 


" 11.9 


15.2 


13.7 


25.2 


22.2 



Source: Mortality Statistics Branch, Division of Vital Statistics,. 

National Center for Health Statistic*. -Vital Statistics of 
the United States, v. II, Mortality. (Published and Un- 
published data.) 

* Population as of 1970 
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E- By -Race and National Origin 

As shown In table U r the 30 year downward trend In U.S Infant mortality 
for both Blacks and Whites has been at a nearly equal rate.. Because of. thls 
equal rate of decline, the Black Infant mortality rate remains nearly twice 
as high as the White rate. 

As nhowh In tible 5,* Id. 1970 the Black ' Infant mortality rate was signi- 
ficantly higher than the total ratefpr both.sexes. The American Indian Infant 
mortality rate was slightly _ hlgher_than_ the total rate for both sexes, while 
the Chinese and Japanese Infant mortality rates were lower than the total * 
rate for both sexea. 

In l?75 t _the Black Infant mortality rate contlnuednto be significantly 
higher than the total rate for both sexes/ The male American Indlah.InfanE 
mortality rate was one and three-fourths times as high as the total. for both _ 
sexes, while the female American Indian rate, was slightly lower, _The_Chinese and 
Japanese Infant mortality rates were lower than the total rate for both sexes. 



.4 



* Table 5 Is based on the most recent available compiled data. 



its 



; Table A. • __ 

INFANT MORTALITY KATES BY RACE: -UNITED. STATES, 1940-82. 
(Rates are deaths under I year per I,00Q live births In specified group) 



Infant ■ortality rats 



1982*... 

191.H-... 

mo*.. 

1971*... 

1977*... 

1976?... 
1975*.;. 
4974*... 
1975*... 
197 K"*. 
I97I 2 ... 

1970 2 ... 
1069.... 

i96a.... 

1967.... 
1966.... 
1965.... 

1964-.. . 
1963^... 
1S62 4 ... 
1961.... 
I960.... 
1959.... 

1953.... 
1957.... 
1956.... 
1955.... 
1954.... 
1953.... 

1952.... 
1951.... 
1950..;. 
1949.... 
1948.... 
1947.... 

1946.... 
1945.... 
1944.... 
1943.... 
1942.... 
1941.... 
1940.... 



Provisional Sta --- 

Exclude* death* of nonresident* ofthe United States. 
Death* bated on a 5d*peTcent Maple. 

Figure* by color exclude data for resident* of New Jersey. 



Total 


Vmte 


USCK 


11.2 


... 


* • 


U.7 


**• 


••• 


12.5 


-».« 




13.1 


11.4 


21.8 


13.1 


12.0 


23.1 


14.1 


12.3 


23.6 


15.2 


13.3 


25.5" 


16.1 


14.2 


26.2 


16.7 


14. | 


26.8 


17.7 


15.8 


*a~i 
28.1 


11.5 


t 16.4 


29.6 


. 19.1 


17.1 


30.3 


: 20.0 


n.8 


32.6 


20.9 


' 18.4 


34.8 


21.8 


19.2 


36.2 


22.4 


19.7 


37*5 


23.7 


20.6 


40.2 


24.7 


21.5 


41.7 


24.8 


21.6 


42.3 


25.2 


22.2 


42.8 


25.3 


22.3 


42.6 


25.3 


22.4 


41.8 


26.0 


22.9 


44.3 


26.4 


23.2 


44.8 


27.1 


23.8 


46.3 


26.3 


23.3 


44.2 


26.0 


23.2 


42.4 


26.4. 


23.6 


43.1 


26.6 


23.9 


42.9 


27.8 


25.0 


44.5 


28.4 


25.5 


46.9 


26.4 


25.8 


44.3 


29.2 


26.8 


43.9 


31. 3 


28.9 


46.8 


32.0 


- 29.9 


45.7 


32.2 


30.1 


47.7 


3JTS~* 


31.8 


48.8 


31.3 


35.6 


56.2 


39.8 


36.9 


59.3 


40.4 


37.5 . 


61.5 


40.4 


37.3 


64.2 


45.3 


41.2 


74.1 


47.0 


43.2 


72.9 



Source: National Caiter for Health Statistics, Division of Vltsl Statistics 
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INFANT DEATHS (UNDER 1 YEAR) AND RATES B* SPECIFIED RACE OR 
_ NATIONAL ORICIN AND SEX: _ I1UTED _CTAXES A _l97Q AND 1975 
[oortsllcy rates per 1,000 live births In specified group] 
^ I 

1970 #5 * * 

N uabe r Rste Number- Rate 



Totsl/All_rscee 
Both Sexes 



_ 74,667 20.0 50,523 l&.l 

M*l* ~~ " 42,847 22.4 28,812 17.9 

Female 31.820 17.5 21.713 U.2« 



31,725 20.0 20,019 15.9 

23,151 15.4 15,254 12.3 



lUle 10,511 36.2 7.353 28.3 

Female 8.176 29.0 6.056 24.0 



Indian U 
Msle 
Ferns is 



301 23. 0 280 20.1 

268 21.0 211 15.5 



39 9.8 20 4.7 



Msle 

Female 27 7 ' L 17 A ' L 



Ja panese A _- ,-" 

Hale ' 55 13.0 25 6-7 

32 8.0 26 7.0 



Hale 
Ferns Is 



Other ra ces ~. : 

STIe 216 16.1 215 11.1 

Female 166 13.4 1 49 8.3 



1/ Includes desths saong Aleuts snd Eskimos. 

Source: Adspted froa U-S Depertment of Health. Educstlon. snd Welfsre. 

Eubllc HeeXth Service. National Center for Beelth Ststlstlcs. 
Vital Statistics of the United States. 1970 (volume II — 
Mortslity* PsrtA, table 2-3), snd 1975 (volume II — Mortality. 
Psrt A, table 2-3). 



F: By Selected Indust r la 1 1 zed Nations ^ 
% 

As_ahqwn In Cable 6, inflnt mortality rites In certain developed countries, 
are comparable to each other. These are the countries For which such comparable 
data are readily available. The rates were obtained- Fron civil registers. The 
U.S. Infant mortality rate declined From 19:8 to ll.fi per 1000 live births_be-_ 
tween 1970 and 1979/1980, a 40 percent decline. However; out of 1A industrial- 
ized nations shown in table 5 For. the years 1970 , 19.75 and. 1 979/1980 ... t he U . S. 
Infant mortality rate never ranked better than eighth, with the rank of #1 
indicating the lowest InFarit mortal 1 ty rate > .Sweden^ Norway , Denmark and Japan 
have consistently ranked as the Count ries_wlth the lowest Infant mortality 
rates. The highest In f ant morta H ty _ ra tes among c hese * se lec Ced naClons h: » ve 
been found In Poland and Italy (see table 6a). 



CD 



Table 6. 

INFANT MORTALITY RATES * V- 

SELECTED INDUSTRIALIZED NATIONS: 1970, 197 5, 1979-1980^ 

: in7n ~ iq 7 c : 1979/1980 27 

Country 1 9 7 0-- 1975 L 

Austria 25,9 20.5 H-9 

Canada ]/ U-lV ' 

Denmark K "i2 W-4 ^ 5 

East Germany y 18.5 15.9 12 -6 

_ ___ Z,*^ ,o ii "gj 10.0 

France 18 - 2 

Italy 29 .6 21 .2 "-3 

Japan I3.i </ i/ 7-4 

Norway 12.8 5/ li-I 5/ »•« 

Poland : 31.2 24.9 2U2 

Spain 27 .9 6/ 7/ 12. 1 f/V » = I 
Sweden """"11.0 8.6 6.7 

to , i< 7 11.8 

United Kingdom 18.1 l^:' 

(England, Wales) 

United Spates W.8 16:1 

West Germany 23 .6 19.8 f 1 " ' 1 

* Infant~deaths arc deaths of live-born infants under one year 
of age; gate's arc per 1,000 live births. - 

y statistics on the number of infant deaths are obtained from 
~~ registers unless otherwise noted. 

2/ Data. refer to 1979 or 1980; further breakdown is not readily 
available . 

3/ includes Canadian residents temporarily in the United States, 
- but excludes U:s: residents temporarily in Canada. 

Uj For Japanese nationals in Japan only. 

5/ Includes residents temporarily outside the country. 

6/ Excludes deaths of infants dying before registration of 
~~ births. 

7/ provisiona 1 da ta . 

Sources: 1970 - Demographic Yearbook 1972, United Nations. 1973. 

1975 - Demographic Yearbook 1978, United Nations, 1979. 
1979/1980 - 1982 World Population Data Sheet, Population 
Reference Bureau, 1982. 
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Table 6a 



INFANT MORTALITY RANKS* 

SELECTED INDUSTRIALIZED NATIONS: 1970, 1975, and 1979/80 



Rank** 1970 1975 1979/80 



1 


Sweden 


Sweden 


Sweden 


2 


Norway 


Japan 


Japan 


3 


Japan 


Denmark 


Denmark 




Denmark 


Norway 


Norway * j 




United Kingdom 


Spain 


France 




France 


France 


Canada 


) 


East: Germany 


Canada 


Spain 


8 


Canada 


United Kingdom 


United Kingdom/ 
United States 


■) 


United Stated 


East Germany 




Lfl 


Wes t Germany 


United States 


West Germany 


t 1 


Aust. rla 


West Germany 


East Germany 


i: 


Spain 


Austria 


Austria 


13 


Italy 


Italy 


Italy 


U 


Poland 


Poland 


Poland 


* a 


ranking of fl Indicates the 


lowest Infant mortality rate. 



** calculated from Table 6 
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G; Percent Low Birth Weight By Race; United States 



As shown In tables_7 and 7a A for all races between 1975 and 1980, the 
percent low blrth_welght (with low birth weight defined as Infants weighing 
lean_than_2,500_grams or 5,5 pounds) declined foj the United States as a 
whole, and for most States, while It rose for the Following; 

Alaska 
Delaware 

District of Columbia 
Maine 
- Maryland 
Tennessee 

The IKS, tPtalpercent low birth weight declined from 7,4 to 6.8 (a 
decline of 8,1 percent) between 1975 and 1980, 

For White Infants, between 1975 and 1980, the perceHt low birth weight 
declined for the United States as a whole, as well as For most States, while 
the percent of low birth weights rose for the following: 

Alaska j 

District of Columbia 

Hawaii 

Maine 

and remained the same for Tennesse'e. For the United States as a whole, the 
percent low birth weight for White Infants declined from 6.3 to 5.7 (a decline 
of 9.5 percent) between 1975 and 1980, 

For Black Infants, between 1975 and 1980, the percent Iow.blrth'welght 
declined for the United States as a whole as well as For most States, while 
It rose for the following: 



Ar lzona 

Delaware _ _ 

District of Columbia 

Hawaii 

Indiana 

Iow a 

Louisiana 
Nebraska 
South Dakota 
Tennessee 
West Virginia 



and remained the same for Maryland and Massachusetts. For the United States 
as a whole, the percent low birth. weight for Black . Infants declined from 13.1 
to 12.5 (a decline of 4.6 percent) between 1975 and 1980. 
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Tibli 7. 



PERCENT LOW BIRTH WEIGHT BY RACE : UNITED STATES AND EACH STATE, 1975 

BLACK 

13. 1 
12.2 
9.3 
10.9 
13. 1 
12.0 
15.4 
13.4 
13.1 
13.6 
12.8 
12.9 
9.5 
7.3 
14.0 
U.8 
II .8 
14.4 
12.5 
12.7 
9.7 
13.0 
10.9 
13.7 
12.5 
12.7 
13. 8 
6.1 
12.4 
131 

* 13.8 
13.2 
13.0 
13.4 
9.7 
13. 5 
13.3 
11.0 
14.3 
12.6 
12.9 
5.7 
13.0 
13.9 
10.0 
6.3 
12.6 
10.9 
9.9 
12.9 
18.4 



STATE Al 


X RACES 


WHITE 


United Statae 


7.4 


6.3 


Alabama 




6.4 


Alaska 


5.3 


4.9 




6.6 


6.4 


Arkanees 


8.2 


6.6 


California 


6.2 


5.6 


Colorado 


9.0 


8.8 


Connecticut 


7.0 


6.2 


Da la war a - 


7.5 


5.9 


Dlatrlct of Cotua)bXa 


12.4 


5.6 




8.1 


6.5 


Georgia 


8.9 


6.6 


Hawaii 


7.7 


5.8 


Idaho 


5.9 


5.9 


Illlnola 


' 7.7 


6.0 




6.4 


5.8 


Iowa" 0 " 


5.6 


5.4 


Kansae 


6.5 


5.9 


r ant-n rlrv 
I.IOIU (_ 

T rm 1 ■ 1 ana 


7.2 
9 SO 


6.7 
6.5 


Maine 


5.9 


5.9 


Maryland 


8.0 


6.2 


Maeaechueette 


6.7 


6.5 


Michigan 


7.4 


6.1 


■ Mlnnaaot a 


5.5 ^ 


5.3 


Mississippi 


9.5 


6.5 


Missouri 


7.2 


6.0 


Montana 


7.1 


7.0 


Nebresks 


5.9 


5.6 


He vide 


7.3 


6.7 


New Hampshire 


6.5 


6.5 


Niw Jirsey 


7.9 


6.5 


Naw Mexico 


8.6 


8.6 


Naw_ Tork '__ 


8.6 


6.7 


North Carolina 


8.7 


6.7 


North Dakota 


5.4 


5.3 


Ohio 


7.4 


6.5 


Oklahoma 


7.4 


6.9 


Oregon 


5.7 


5.5 


Pannsylvsnls 
Rhode la land 


7.4 
6.9 


6,4 
6.6 


South Carolina 


9.0 


6.5 


South Dakota 


5.6 


5.4 


Tsnneeeee 


7.9 


6.4 


Texss 


7.7 


6.6 


Utah 


5-? 


5.4 


Vermont 


6.4 


6.5 ' 


Virginia 


7.7 


6.2 


Washington _ 


5.9 


5.6 


Waat Virginia 


7.4 


7*3 


Wis cons In 


6.0 


5.5 


Wyoming 


9.2 


9.0 



Source I Compiled by National Center tot Health StAtiatice (Mar. 



1983). 
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Teble 7e. 



PERCENT LOW BIRTH WEIGHT BY RACE: 0NI1ED STATES AND EACH STATE, 1980 * 



BLACK 

U.5 
12.0 
6.3 
11.1 
12.7 

14.4 
11.5 
15.6 
14.0 
12.2 
12.4 
ID. I 
3.9 
13.6 
12.1 
12.2 
11.6 
U.9 
12.8 
7.4 
13.0 
> 10.9 
12.9 
12.1 
11.8 
12.9 
1.9 
12.6 
II. 6 
6.8 
12.7 

12.4 
12.2 
9.2 
12.9 
. 12.3 
10.4 
13.0 
11.5 
12.6 
7.6 
13.6 
12.* 
9.1 

12.3 
10. 2 
12.3 
12.7 
16.4 

By plici of r«iaenci. Raaad on 100 pttCVOt. Qf _birtb§_te _MUet«d 
St«tM end on a 50 parcant eampla of _ births In all other Stetaa. 
Include a race a other than white and black. 



STATE Al 


J, RACES ** 


WHITE 


United Stetee 


6.8 


5.7 1 


A la ban 


7.9 


5.6 


Aleeke 




5.0 


Arizona 


6.2 


5.9 


A r ken* a a 


7.6 


5-9 


California 


5.9 


5.2 


Colorado 


6.2 


2-9 


Connecticut 


6.7 


6 .1 


Delaware 


7.7 


5.4 


Dlatrict of Columbia 


12.8 


6.3 


Florida 


7.6 


6.0 


Gaorgla 


8.6 


6.4 


Hawaii 


7.1 


6.0 


Idaho 


5.3 


5.3 


Illiaoia 


7.2 


5.4 


Indiana 


6.3 


5.6 


Iova 


5.0 


4.8 


Eaneae 


5.8 


5.3 


Rantueky 


6.8 


6.3 


Lou 1 Liana 


8.6 


6.0 


Malna 


6.5 


6.4 


Maryland 


8.2 


6.1 


Maaaechueette 


6.1 


5.7 


Michigan 


6.9 


5«7_ 


Minna* ota 


5.1 


4.9 \ 


Hiaaiaaippi 


8.7 


5.8 


Miaaburi ■ 


6.6 


5.6 


Montana ' 


5.6 


m < 
J O 


Nabraaka 


5.6 


5.2 


Nay a da 


6.6 


6.0 


Naw Bampahire 


5.4 


53 


Naw Jaracy 


7.2 


5.8 


New Mexico 


7.6 


7.6 


Naw York 


7.4 


: 6.i 


North Carolina 


7.9 


6.1 


North Dakota 


4.9 


• 4.8 


Ohio 


6.8 


5.7 


Oklahoma 


' 6.8 


6.2 


Oregon 


4.9 


4.7 


Pan nay Ivan la 


6.5 


5.6 


Rhode la land 


6.3 


5.9 


South Carolina 


8.6 ' 


5.9 


South Dakota 


5.X 


4.8 


Tenneeeem 


8.0 


6.4 


Xixai 


6.9 


6.0 


Utah _ 


5.2 


5.1 


Vermont _ 


5.9 


6.0 


Virginia __ 


7.5 


5.8 ✓ 


Vaahington 


5.1 


4.8 


Uaat Virgina 


6.7 


6.4 


Wiaconaio 


5.4 


A^B 


Wyoming 


7.3 


7.2 



Sourca: 



0.3. Dipt, of Health and Supmn Sanrlcaa. Public Health Service. 
National Canter forHeelth Stat let ice. Monthly Vital Statiatice 
Report, 31, no. *. Supplement. Nov. 30, 1982. p. 24 
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The available data show that the.U.S- .overall Infant mortality rate 
has been steadily declining. Provisional, data for 1982 Indicate that 
the rate Wis II. 2 deaths per 1,000 live births, the lowest Infant mor- 
tality rate ever recorded. In the United States. Many factors can affect 
pregnancy outcome. Several, Including better nutrition, a decline In 
smoking* wider availability of prenatal care, advances In medical sclenci 
and Improved socioeconomic conditions, have contributed to declines In 
Infant mortality rates. 

As noted earlier, the Black infant .mortal? ty_rate remains_nearly 
twice as hlfjh as the White infant mortality rate. SeYeral.possible fac- 
tors thought to contribute to this higher rate_a« .highlighted in a com- 
prehensive 1979 DHEWreport erit it led . _ Hea It h.Status of Mlnorltlea-nand 
Low-Income Groups . 36/ The chap ter _on_ M Reprpductl ve and Genet lc Health" 
presents an analysis of Whlte_vs^_Npnwhlte (Including minority races 
other than.Bi«ck) maternal_and infant morbidity and mortality. The 
report pol'Sts.to.such.factors as higher teenage birth rates, more out 
of wedlock*. births, 'poorer prenatal care, adverse pre- and postnatal 



racial/ethnic disparities as contributing to a higher p-oportlon of 
low birth weight lnfapts, ari a correspondingly hlgber raLe of Infant 
morbidity and mortality among racial/ethnic minorities. 



Several physiological and sociological- variables are 
correlated with the Iricldence.of low_birth weight . 
Gestation, Birth order, prenatal _ care^ mat ernal age , 
marriage status, 'nd. soc lo?conqmlc : level are among 
the correlates, _. _._ Since the rates for out 3f wed- 
lock births in d teenage fertility are higher among 
the raclal/ethnimlnpjrltles, these groups are pre- - 
disposed co low btrtli 'weight as a health problem. . . 37/ 



36/ _U.oS^ Department of Health, Fducatlon, and Welfare. Public 
Health~Servlce. Health Resources Administration OFF ce oF Health 
Resources Opportunity. Health Status of Minorities and Cow-Income 
Groups. DHKW Publication No. (HRA) 79-627. Washington, U.S. Govt. 
Print. Off., 1979, 275 pages; 



* environmental 




cultural , - and 



IV. PEDKRAL PROGRAMS APPKCTINC MATERNAL AND CHILD HEALTH 

A number of Federal programs provide health .and related services 
tb mothers and children. . However* .no.federal program is exclusively 
targeted to decreasing . 1 nf ant mortality in this country. Three major 
programs providing health_and health-related services to children are 
Medicaid, the Maternal and Child Health Services Block Grant, and the 
Special Supplemental_Pood Program for Women^ Infanta and Children. 
Qthera include Community Health Centera, Migrant Health Centers, 
Family Planning^ snd Childhood Immunizations . In addition, the 
FederalGovernment conducts certain research activities related to 
Infant raortslity. 

A. Medicaid 

the Medicaid program, author!zed_under _ tit le XIX of the Social 
Security Act, Is a Federal-Stateentitlement program that purchases 
medical care.for certain loyrlncome persons . Within Federal guide- 
lines, each State_designs_and_admlnisters Its own program. Thus, 
substantIal_variatIon exiats among the States In terms of P eraonB 
covered, services offered, and amounts of payments for-such services. 

All States must provide Medicaid services to the "categorically 
needy". _In general, these are persons receiving assistance from the. 
Aid to Families with Dependent Children (AFDC) or Federal Supplemental 
Security Income (SSI) program, for. the aged, blind, and disabled. _ 
StateB may sIbo cover the "medically needy". TheBe_are_pers_pns who 
are aged, blind, disabled, or.members of famllies_wit_h dependent 
children, and are unable to afford medical care, but whose Incomes 
(after deducting Incurred medical expenses), fall below the ; State 
medically needy standard, . States.haying jaedically needy programs 
must, at a minimum, provideambulatory servicee for children and 
prenatal and dellvery_seryices_fqr pregnant women. - 

States are requiredto of fer the following services to categori- 
cally needy_reclpienta under their Medicaid program: Inpatient and 
outpatient.hospital services ; laboratory and X-ray services; skilled 
nursing fac 11 I ty(SNF) services for those over, age 21; home health.. 
servic eB _for thoae entitled to SNF care; early and periodlc.screening, 
diagnosis and treatment (EPSDT) for those under age_21; .family plan- 
ning services and supplies; physicians* services; rural health clinic 
serviced; and certified nurse midwife, seryices,. States may limit the 
amount , duratlbn and scope of the . services they offer (e.g., 14 
hospital days per year, 3 _ pbysician.yiaits per month). In addition, 
the States may Impose nominal_coBt-sharing on all persons for all 
services with certain major exceptions. TheBe exceptions include, 
among others, charges_on children under age IS , pregnancy-related 
services, and_family planning BerviceB and supplies. 

_The Federal Government Is required to match whatever States.spend 
for covered services to eligible persons. The Federal Government s 
share of Medicaid is tied tb a fbrmula.which. ia inverBely_relat_ed__to 
the per capita income of the States. Federal matching for services 
varies from 50 to 78_ percent.. Total FY 1983 Medicaid. costs are esti- 
mated to be $35.5-BHIIbn (Federal - Sl9.3_Billion; State - $16.2 
Billion). In 1982, the most recent_year_for which data are available, 
Medicaid provided BerviceB to an estimated 9.3 million children under 
age 21. 



B. Maternal and Child Health (MCH) Services Block Grant 



The_Maternal and Child Health (MCH) Services Block GranC > author- 
ized ynder title V of the Social Security Act, provides health care 
services to mothers and children, Including those with low Income 
or with limited access to health services,, The purposes of the 
block Include, among others, reducing infant mortality, reducing the 
Incidence of preventable disease and Handicapping conditions among 
children, and Increasing the availability 6F prenatal, delivery, and 
postpartum care to low income mothers* 

Eligibility criteria- under the block may be set by the. States, 
themselves. States are allowed to charge for servlcesproylded; how- 
ever, mothers arid children whose, incomes fall_below_Che_poverty level 
(currently $9,300 for a family of four) may not be charged for 

services. . _ __ _ _ 

States_deterralne the services to be provided under the block. 

Serylcescan Include prenatal care, well-child clinics, immunizations, 
vision and hearing screening, dental care, and family planning. They 
may also Include Inpatient services for crippled children, screening 
for lead-based paint poisoning, or counseling services^ For parents 
of Sudden Infant Death victims. 

In FY 1983, B5 percent 6F the block grant appropriation Is al- 
lotted among Itatesi -Each- State' s Individual allotment Is _ based on _ _ 
the proportion of Funds allotted to all States In FY 1981 for_certaln 
programs how Included In the block.- These programs are _;MC_H_ and crip- 
pled children's services, supplemental _ security .Income services for 
disabled children, leadTbased_palnt_polsonlng prevent Ion, sudden 
Infant - death Byndrome x _and adolescent pregnancy. For each $4 In 
Federal funds_States receive, they must spend S3 of their own funds. 

Ih Portion of the block's appropriation Is reserved under a 
Federalset-aslde. In FY 1983, 15 percent of this appropriation is 
reserved for MCH special projects of regional and national signi- 
ficance (such as Improved Pregnancy Outcome projects), research and 
training, and genetic disease und- hemophilia programs. These pro- 
grams are Federally administered.' 

The MCH Block Grant received $373 million, Its full authori- 
zation level, in FY 1983 under a continuing- resolut Ion » P.L • _ _98-? , 
the Emergency -Supplemental Sppropr lat Ions, bill , _wl 11 .provide an addi- 
tional 5105 million for the block In FY 1?83._ No data are avail- 
able oh the numbers of pers ns served by the MCH Block nationwide. 

C, Spec lal_Suppletnental Foi ,d— P rog r a m for Women, -infants, and 
Children (WIC) 

The Special Supplemental Food Program for Women, InFants and 
Children (WIC) Is authorized under Sec. 17 6F the Child Nut rlt Ion Act 
of 1966, as amended, and Is administered -By the Department of Agricul- 
ture (liSDA). The program provides specified supplemental foode_{in 
the form of ahtiial Food Items, or vouchers for spec 1 f lc _ food _items_ 
redeemable at local gocery stores), certain health_s_erylces_such as 
dlaghSst Icy services (does not Include treatment services), and nutri- 
tion education to . par t lc lpants . ___ 

Program part lc lpants are _lpw- Income pregnant and ( post par turn 
mother?, and Infants and children through age 4 who are medically 
certified to be at risk because of Inadequate nutrition or poor 
health or both. Income standards may be set by State or local 



agencies operat Ing .program^, however , they ^y Sot be let higher 
than the reduced. price _ school ..lunch income eligibility stand^ds 
tl.e, 185 percent_of the poverty level, currently $17,Z1U tor 
family of four), or lower than 100 percent of this poverty_leyel A ... 

$9 300 for a family of four). By law, Bene f tc lar les_ _are_to_ rece Ive , 
at no cost, supplemental foods containing protein, Iron calcium, 
vitamin A and vitamin C. these foods are provided monthly and In- 
clude milk, cheese, eggs. Infant formula, cereal* and fruit or 

vegetable Juices. — — - - ■ 

The Federal Government awards grants to State Health Agencies 
or comparable -agencies and to recognized Indian groups ac t ing as State 
aRe ncle9 to administer WIC programs,__..The S t a t en .' funding Formulas are 
published each — In the FedeirriHRe«iew. No State match ng s 
required. WTC programs are operated mostly by local health depart 



merits 



In FY 1?83 _WIC expenditures are estimated at $ 1 . 1 81 1 1 lon_. _ 
In FY 1982, the most recent year for which data are available, the 
average monthly participation rate InWIC was 2 , 1 R8 ^persons 
(477,471 women; 623,225 Infants ; arid _ I ,087 ,812 children). There 

were 7 037 WIC clinics in operation in FY 1982. _ 

Also administered By the USDA Is the Commodity Supplemental Food 
Program (CSFP), a predecessor to the.WIC program, which currently 
operates along side of, or . In _ plac e _o_f , WIC programs In 21 pro ject 
areas Person* ray participate^ one or the other of these programs, 
but may not participate^ both. The CSFP program also provides 
food to p-regnant/and_post-part»m,_low-income : women, anS ^Infan «. and 
children! However, the food items are commodities purchased . In bulk 
by the DSDA and shipped to warehouses operated by^Stataa^or iQQ^i 
operators. WIC food items are usually purchased In. local grocery., 
^" S.the agency providing; the benefits. I i addit on no Federal 
eligibility criteria exists for the CSFP program. Stat^and local 
agencies establish such criteria Inc ludlng Income e 1 lglbl lit y. 
8 There were 25 CSFP projects Iri_ FY 1982 9 Total expend Iturus for 
the CSFP program are estimated at $35.7 million for FY 1983. he 
annual average monthly participation rate In these projects was 
126,365 (26,110 women; 23,R37 Infants; ano 76,418 children). 

D. Other Programs 

\ ~ Community Health Centers 

Sec. 310 of the Public Health Service (PHS) Act provides grants 
to public and nonprofit private entitles to operate community health- 
centers (CHCs). These centers provide .comprehensive, health _^rvlces 

n low-income urban and rural connnunlt les.or neighborhoods 
have been designated as medically undeserved areas. CHCs of f e a 
range of^ primary health services on m ambulatory basis, including 
diagnostic, treatment, prevent ive t _emer ge ncy, transportation . - 
preventive dental_ services; and can arrange and pay for hospital and 
other supplemental services In certain circumstances. 



'As of Oct. 1, 1982 t States could begin administering CHCa 
under . the Primary Care Block Grant; . authorised, under title XIX of 
the PHS Act*_ However; in.December. 1982 ^_a_Distri c t .Court _ judge . __ 

Issued a permanent injunc tion_ prohibiting the .Department of Health 

and Human Services (DHHS) f rqm.awardlng .grant a.under the .Primary Care 
Block Grant. .As a result, these centers will continue to.be adminis- 
tered by the Federal 'Government until the i in 1 met Ion is dissolved . 
In PY 1983, CHCs will receive $295 million ut.uer a continuing resolu- 
tion^ P.L. 98-8 will provide an additional $65 million for CHCs and 
migrant health centers in FY 1983 to expand the availability of es- 
sential health care services for the disadvantaged and unemployed, 
including those in rural towns and villages, -the Act requires that 
$5 million 6? -this sun be for the provision of home.health services 
at centers. In addition, centers may apply upUo 20 percent of these 
additional funds _ for _ the purchase of inpatient hospital servlces.for 
delivery snd.postpsrtumcare.to.pregnant women. and infants who have.; 
no other source.pf payment for care . 

_There are now 588 . rural and urban CHC grantees serving about 
4.5 million medically underserved urban and rural residents. About 
58 percent of the medical users of CHCs are women between the afees 
of 20 and 44 and children under age 15. 

2. -Migrant Health Centers 

the migrant health centers program, under Section 329 of the PHS 
Act, provides grants to public and non-profit private agencies for 

the operation of health clinics for both migratory _ and.reaident. _ 

seasonal farm workers.llving _ in_comm u nitie8_ which experience influxes 
of migrant, workers. _ these centers offer .primary. heVlth services . 

the program.will.recelve $38.1 million In FY 1983 .u^ider a con- 

tlnulng.resolutign. P.L. .98-8 will provide an additional $65 million 

fpr.mlgrant health centers and CHCs in FY 1983 (see discussion under 
CHCn as to how these funds will be allocated). Higrant health 
centers, which number 128, will serve approximately 394,000 persons 
(252,160 migrants; 141,840 seasonal farm workers) in FY 1983. An 
estimated 60 percent of the medical users of migrant health centers 
are women between the ages of 20 and 44 and children under age 15. 

3. Family Planning 

the. family _ planning. program, _ title X.of _ the PHS_ Ac ti authorizes 

support f or family planning. clinics,. training of .famllyplanning 

personnel i and development and dis semination of family planning and 
population growth information to all persons desiring such inf 2 r "~ 
raation. Host of title X's funding is awarded to public or non- 
profit, private agencies to operate family planning clinics. Services 
offered at these clinics typically include medical examinations, 
counseling, pregnancy tests, information and education activities, 
birth control, natural family planning, mnd infertility services. 
In FY 1983, the program will receive $124 . I million _ for 88 project 
grants to directly support approximately 4,000 clinics, as well 
as for training arid Information and education activities. Approxi- 
mately 3.3 million women and teenagers vill receive family planning 
services under the program In FY 1983. 
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'As of Oce. 1, 1982 t States could begin administering CHCa 
under . the Primary Care Block Grant; . authorised, under. Title XIX of 
the PHS Act*_ However; in_December_ 1982 ^_a_Dlstric t .Court _ judge __ 

issued a permanent injunc tion_ prohibiting the Department of Health 

and Human Services (DHHS) f romawarding _g_rant sunder the .Primary Care 
Block Grant. _ As a result, these centers will continue to .be adminis- 
tered by the Federal 'Government until the inj jnction is dissolved. 
In FY 1983, CHCs will receive $295 million ut.uer a continuing resolu- 
tion^ P.L. 98-8 will provide an additional $65 million for CHCs and 
migrant health centers in FY 1983 to expand the availability of es- 
sential health care services for the disadvantaged and unemployed. 
Including those In rural towns and villages, -the Act requires that 
$5 million of -this sun be for the provision of home.health services 
at centers. In addition, centers may apply upUo 20 percent of these 
additional funds _ for _ the purchase of inpatient hospital seryices.for 
delivery snd_postpsrtumcare_to_pregnant women. and infants who have.; 
no other |ource_of payment for care . 

_There are now 588 .rural and urban CHC grantees serving about 
4.5 million medically underserved urban and rural residents. About 
58 percent of the medical users of CHCs are women between the afc.es 
of 20 and 44 and children under age 15. 

2. -Migrant Health Centers 

the migrant health centers program, under Section 329 of the PHS 
Act, provides grants to public and non-profit private agencies for 

the operation of health clinics for both migratory _ and_reaident_ _ 

seasonal farm workers_living _ in_comm u nitie8_ which experience influxes 
of migrant. workers. _ these centers Qf f er_pr lowr? - ne Vlth services . 

the progrsm_will_recelve $38.1 million In FY 1983 _u£der a con- 

tlnulng re solution. P.L. 98-8 will provide an additional $65 million 

for migrant health centers and CHCs in FY 1983 (see discussion under 
CHCi as to how these funds will be allocated). Hlgrant health 
centers, which number 128, will serve approximately 394,000 persons 
(252,160 migrants; 141,840 seasonal farm workers) in FY 1983. An 
estimated 60 percent of the medical users of migrant health centers 
are women between the ages of 20 and 44 and children under age 15. 

3. Family Planning 

the. family _ planning. program, title _X_of _ the PHS_ Ac ti authorizes 

support f or family planning clinics, _ training of _family_plannlng 

personnel i and development and _dis semi nation of family planning and 
population growth information to all persons desiring such inf 2 r ~ 
raation. Most of title X's funding is awarded to public or non- 
profit, private agencies to operate family planning clinics. Services 
offered at these clinics typically include medical examinations, 
counseling, pregnancy tests, information and education activities, 
birth control, natural family planning, mnd infertility services. 
In FY 1983, the program will receive $124 . I million . for 88 project 
grants to directly support approximately 4,000 clinics, as well 
as for training arid Information and education activities. Approxi- 
mately 3.3 million women and teenagers vill receive family planning 
services under the program In FY 1983. 



